A renal tumour occurring in an infant or child is usually a nephroblastoma (Wilms's tumour). The untreated disease ends inevitably in death-unlike the neuroblastoma, which, particularly in the first year of life, may spontaneously regress or change to ganglioneuroma. Early diagnosis of nephroblastoma remains vital to the survival of the infant or child.
As 80% of nephroblastomas occur in children under the age of 5 years and 50% under the age of 3, the symptomatology is not clearly expressed. -ague abdominal pain, irritability, and malaise are common presenting complaints. A mass in the abdomen is the most important sign. This mass is either noticed by the parents when bathing or dressing the child or is found by the doctor, sometimes during an examination for an unrelated reason. Two other signs which may occur are haematuria and fever. Haematuria is uncommon but is important, as its misdiagnosis has been shown to be the main cause of delay after medical advice has been sought.' 2 Unless the child with haematuria has a clear cause for it, an intravenous pyelogram should be performed as soon as possible. Cancer, 1968, 22, 845. 
Antibiotic Levels in Tissue Fluid
The distribution of antibiotics and other antibacterial drugs in the body is clearly an important factor in therapeutic success. It has been studied in many ways, but for most such drugs the main information available consists of "blood levels," and schemes of dosage have been largely based on these. Except in septicaemia the concentration in the blood itself is not directly important: what matters is that attained, and how long it is maintained, in the infected tissues into which the drug diffuses. Here much will depend on the nature of the lesion, and in particular on whether there is tissue breakdown. The early studies at Oxford' showed that penicillin persisted in the pus of suppurating wounds for eight to twelve hours after an intramuscular dose which produced an effective blood level for less than four hours. This presu.mably typifies the course of events when there is a collection of inflammatory fluid, whether interstitial or in a joint or serous cavity, though in the last instance the volume of fluid may be so large that adequate concentrations are only slowly attained in it. In acute inflammation without tissue breakdown there could well be a difference between, say, a streptococcal and a staphylococcal infection, since the latter is walled off by fibrin deposition, impeding lymphatic drainage of the exudate.
The concentrations attained by antibiotics in lymph have been studied, but these do not necessarily correspond to those in interstitial fluid in the affected area. Several methods have been proposed for obtaining samples of interstitial fluid. J. A. Raeburn2 abraded the skin by friction after giving a dose of antibiotic and strapped a blotting paper disc to the area, which was removed and replaced at intervals, the antibiotic then being assayed in the discs. The fluid absorbed was described as "inflammatory exudate," but it may be asked whe-ther simple trauma and inflammation can be so equated. A similar but more elaborate method has recently been described by J. S. Tan and his colleagues.3 They removed the epidermis by scraping with a scalpel, sealed a shallow chamber over the area, and filled this with saline, this being withdrawn and replaced at intervals. Subjects participating in this work were given an antibiotic after the chamber had ben applied to the abraded skin and the concentration of the antibiotic was determined in each sample of saline removed. Whereas Raeburn found the highest concentration in the first hour, the method used by Tan and his colleagues showed a progressive rise in the "tissue fluid" concentration up to the fourth hour, at which point observations ceased. An A very different method of obtaining interstitial tissue fluid is described by Professor J. S. Calnan and his colleagues at p. 569 of this week's B.M.Y. Perforated plastic cylinders with closed ends ("tissue cages") are buried subcutaneously in dogs, and left in situ for a month before anything further is done. By this time the holes in the cage are filled and the interior is lined with what looks like granulation tissue, though histologically the inflammatory features of this are lacking. The cavity contains a clear yellow fluid, which can be sampled by percutaneous aspiration. This experimental model has been used for comparing the concentrations attained by various antibacterial drugs in the blood and in the interstitial tissue fluid. A feature of most results was that the peak level in tissue fluid was reached later and the subsequent fall was slower than in the blood, quantities sometimes sufficient for exerting an antibacterial effect thus persisting in the fluid much longer. These findings are of great im-portance in relation to dosage systems, which have hitherto been based mainly on blood levels. Anyone interested in exploring further the pharmacokinetics of antibiotics and other antibacterial drugs would be well advised to consider using this method, which can evidently yield much further information. It would be interesting to know, for instance, how far the size of the individual dose-and thus the height of the peak level in the blood-affects the extent of diffusion into tissue fluid. None of the antibiotics used in these experiments is highly protein-bound; indeed, ampicillin, which was repeatedly studied, is bound to only a small extent. What sort of results would be obtained with one of the isoxazolyl penicillins or with fucidin?
The fluid in a tissue cage may not appear to be the exact equivalent of natural tissue fluid, and findings in it perhaps reflect conditions in chronic rather than acute inflammation. Nevertheless, it is not an isolated and artificial product, for in previous studies4 these authors have determined the rate of diffusion into and from it of radio-labelled sodium, inulin, and proteins-finding that there is "a dynamic relationship between blood and tissue cage fluid, indicating that the latter is in continuity with the body extracellular fluid space." Certainly no other method yet devised enables samples of such fluid to be collected at intervals almost indefinitely.
1 Florey, M. E., Turton, E. C., and Duthie, E. S., Lancet, 1946, 2, 105. 2 Raeburn, J. A., 7ournal of Clinical Pathology, 1971, 24, 633. 3 Tan, J. S., Trott, A., Phair, J. P., and Watanakunakorn, C., lournal of Infectious Diseases ,1972, 126, 492. 4 Calnan, J. S., Pflug, J. J., Chisholm, G. D., and Taylor, L. M., Proceedings of the Royal Society of Medicine, 1972, 65, 715. Strikes by Hiospital Ancillaries Nobody should condone the present selective strikes of hospital ancillary workers, which at the time we went to press had affected over 200 hospitals throughout Britain. Despite the -best of intentions-as typified by plans for coping with emergencies and stories of strikers leaving pickets to work shifts without pay-patients are bound to have suffered from this action and some lives put at risk. At best any distinction betwen an emergency procedure and a "cold" one is based on suibjetive judgement; the vast extra load imposed on nurses must eventually lower their skills; and any breakdown in routine is bound to jeopardize the management of undoubted emergencies for some time after the strike is over. 
